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ABSTRACT
PERFECTIONISM AS A PREDICTOR OF PSYCHOLOGICAL AND PHYSICAL 
STRESS REACTIONS IN COLLEGE STUDENTS
Name: Brehm, Bethany Ann
University of Dayton
Advisor: Dr. Roger N. Reeb
This project examined the perfectionism X stress interaction effect on psychological and 
physical symptoms. In particular, this study focused on socially prescribed perfectionism. 
Relative to other types of perfectionism, socially prescribed perfectionism has been found to 
be associated with depression and feelings of hopelessness. Participants consisted of 181 
undergraduate students (86 males, 95 females) ranging in age from 17 to 23 (M = 19.10, SD 
= 1.062). Participants completed the following psychometric instruments: the 
Multidimensional Perfectionism Scale, the Perceived Stress Scale, the COPE Inventory, the 
Symptom Check List-90-R, the Inventory of Physical Symptoms, and the Hope Scale.
Using a Balanced latin Square Design, the instruments were presented in various orders. 
Hypothesis 1 stated that stress and perfectionism would be associated with psychological 
and physical health symptoms. Results of bivariate correlational analyses strongly 
supported this hypothesis. Hypothesis 2 stated that, after controlling for the main effects of 
stress and perfectionism, the perfectionism X stress interaction would account for significant 
unque variance in psychological and physical health symptoms. While results of multiple 
regression analyses did not support this hypthesis, results of follow-up exploratory analyses
iii
were consistent with the hypthesis, and so it is concluded that the hypothesized
perfectionism X stress diathesis warrants further investigation. Hypothesis 3 stated that 
socially prescribed perfectionists tend to use maladaptive avoidant coping strategies, 
whereas individuals with another type of perfectionism associated with better adjustment 
tend to use coping strategies that are more active and adaptive. This hypothesis was 
strongly supported. Implications are discussed, and recommendations for future research are 
provided.
iv
ACKNOWLEDGEMENTS
I wish to thank all those who have helped in any way to make this thesis project 
possible. I especially thank my chairperson, Dr. Roger Reeb, who spent many hours helping 
me through the thesis process. His patience and direction kept this project moving even when 
progress seemed slow. I also thank my committee members, Dr. John Korte and Dr. Charles 
Kimble, whose insightful comments helped shape the final outcome.
I give special thanks to my friends and family members who have supported me 
during this long process. In particular, Karin Haus and Rebecca Stoia who were also 
completing their theses took an interest in mine and lent a sympathetic ear when the going 
was rough. Finally, I thank Andy, my husband, whose constant positive attitude and words of 
encouragement provided comfort throughout this process.
v
TABLE OF CONTENTS
ABSTRACT.................................................................................................................iii
ACKNOWLEDGEMENTS.......................................................................................... v
TABLE OF CONTENTS............................................................................................ vi
LIST OF TABLES......................................................................................................viii
CHAPTER
I. INTRODUCTION.................................................................................. 1
Preliminary research on the perfectionism X stress diathesis............... 7
The present study................................................................................. 12
II. METHOD.............................................................................................14
Participants...........................................................................................14
Measures.............................................................................................. 14
Procedure..............................................................................................18
III. RESULTS............................................................................................ 21
IV. DISCUSSION.......................................................................................37
APPENDICES
A. Multidimensional Perfectionism Scale............................................ 47
B. Perceived Stress Scale...................................................................... 49
C. COPE Inventory................................................................................51
D. Symptom Checklist-90-R..................................................................55
vi
E. Hope Scale.....................................................................................58
F. Inventory of Physical Symptoms...................................................59
G. Demographic Form........................................................................60
H. Informed Consent Form................................................................ 61
I. Debriefing Sheet.............................................................................62
J. Examination of Order Effect: ANOVA Results.............................63
REFERENCES............................................................................................... 65
vii
LIST OF TABLES
1. Balanced Latin Square Design: Order of Instrument Presentation................................... 19
2. Correlations between Perceived Stress and Types of Perfectionism................................22
3. Correlations between Types of Perfectionism.................................................................. 23
4. Bivariate Correlations between Predictor Variables and Dependent Variables................24
5. Results of Hierarchical Multiple Regression Analysis: Socially Prescribed
Perfectionism and Stress as Predictor Variables and Symptoms as Dependent 
Variables........................................................................................................................... 26
6. Results of Hierarchical Multiple Regression Analysis: Self-Oriented Perfectionism
and Stress as Predictor Variables and Symptoms as Dependent Variables......................29
7. Results of Hierarchical Multiple Regression Analysis: Other-oriented Perfectionism
and Stress as Predictor Variables and Symptoms as Dependent Variables...................... 32
8. Bivariate Correlations between Predictor Variables and Coping Styles.......................... 36
9. Correlations between Socially Prescribed Perfectionism and Various Levels
of Stress............................................................................................................................. 41
viii
CHAPTER 1
INTRODUCTION
Past research has identified perfectionism to be a predictor of poor adjustment to 
college (e.g. Flett, Hewitt, & Dyck, 1989). Psychological problems such as depression 
and anxiety are common in the college population (Bishop, Bauer, & Becker, 1998). 
Perfectionism has been linked to these problems, as well as other psychological 
symptoms (Dunkley, Blankstein, Halsall, Williams, & Winkworth, 2000). A different 
line of research has shown that stress contributes to both psychological problems and 
health problems (Brantley & Ames, 2000; Cohen & Herbert, 1996; Rabin, 1999). 
Preliminary research suggests that the likelihood of psychological problems increases 
when there is an interaction between perfectionism and stress (Chang & Rand, 2000; 
Dunkley, et. al., 2000). Specifically, individuals who score higher on certain types of 
perfectionism have a greater number of psychological symptoms and more intense 
feelings of hopelessness in response to stress relative to individuals who have higher 
scores on other types of perfectionism. Little research has examined the perfectionism X 
stress interaction effect on physical health. The purpose of this project is to further 
examine the effects of the perfectionism X stress interaction on psychological and 
physical problems of undergraduate college students. Chapter 1 of this manuscript 
presents an overview of research on the main effects of perfectionism and stress on health 
and reviews the perfectionism X stress “diathesis.” At the end of the chapter, the purpose 
of the present study is delineated. Chapter 2 presents the methods and procedures,
1
2Chapter 3 presents the results, Chapter 4 discusses the implications of the study and 
provides recommendations for future research.
Effects of Perfectionism and Stress on Health
Perfectionism
Although once considered a “neglected personality trait” (Hollander, 1978), 
perfectionism has received more attention in recent years. Perfectionism has been 
correlated with many psychological symptoms such as depression and anxiety (Frost, 
Marten, Lahart, & Rosenblate, 1990), suicidal preoccupation (Adkins & Parker, 1996), 
obsessive-compulsive symptoms (Rheaume, Freeston, Duga, Letarte, & Ladouceur,
1995), and eating disorders (Gamer, Olmstead, & Polivy, 1983).
One of the most researched models of perfectionism is Flett and Hewitt’s (1991) 
multidimensional perfectionism model, which identifies three types of perfectionism: 
self-oriented perfectionists, socially prescribed perfectionists and other-oriented 
perfectionists. Self-oriented perfectionism refers to an individual’s own desire to be 
perfect. Socially prescribed perfectionism refers to an individual’s belief that others 
expect perfection from him or her. In contrast, other-oriented perfectionists have 
expectations that others should be perfect. Hewitt and Flett (1991) contend that, relative 
to other-oriented perfectionism, self-oriented and socially prescribed perfectionism may 
be more likely to cause maladjustment, because high expectations placed on the 
individual could lead to harsh self-criticism and feelings of worthlessness. Hewitt and 
Flett (1991) also reason that the lack of control over trying to meet expectations of others 
could intensify maladjustment in socially prescribed perfectionists.
3Hewitt and Flett (1993) argue that perfectionists generate stress in their 
environment and that this stress contributes to the development of distress symptoms in 
these individuals. In particular, they hypothesized that an inclination toward rigid self- 
evaluation creates stress for self-oriented perfectionists, while socially prescribed 
perfectionists generate their stress from feeling that any mistake may lead to a loss of 
respect or rejection from others (Frost et al., 1990; Hewitt & Flett, 1993). In addition, 
when confronted with a stressor, socially prescribed perfectionists are believed to have 
lower perceived self-efficacy about their ability to cope to the satisfaction of others (Flett, 
Hewitt, Blankstein, Solnik, & Van Brunshot, 1996). Past research suggests that self- 
oriented perfectionists tend to engage in more active and adaptive coping strategies when 
handling stressors (Flett, Russo, & Hewitt, 1994), while socially prescribed perfectionists 
tend to use maladaptive avoidant coping strategies (Flett, et al., 1996). Due to these 
contrasting coping styles, socially prescribed perfectionists may tend to increase the 
frequency, severity, and duration of stressors relative to self-oriented perfectionists 
(Holohan, Moos, & Bonin, 1997). An example of this would be a socially prescribed 
perfectionist college student procrastinating in writing a paper because he or she feels 
unable to meet the expectations of the professor. In this example, the student uses 
maladaptive coping by avoiding the stress, but generates more stress in their life due to 
having to complete the paper at the last minute. In sum, perfectionists may sometimes 
create stressors for themselves, and due to the use of maladaptive coping strategies, they 
may inadvertently increase the severity, frequency, and duration of stressors in their lives.
4Stress
Lazarus (1966; Lazarus & Folkman, 1984) provided a general framework for 
understanding stress, appraisal, and coping. This framework distinguishes between 
“stressor” and “stress-response.” A stressor refers to any stimulus that requires 
adaptation. Notice that negative life events (e.g., death of a loved one) qualify as 
stressors, but not all stressors are negative life events, since challenges or opportunities 
for personal growth (e.g., a promotion) also require adaptation. Although each individual 
has a unique reaction to stressors, the stress response is conceptualized as including 
physiological, cognitive, and behavioral components. The physiological component was 
first described by Cannon (1932) as the “fight-or-flight” response. The fight or flight 
response involves activation of the sympathetic nervous system, which readies the body 
for either an aggressive response toward, or a retreat from, the stressor.
Lazarus and Folkman (1984, p. 141) define coping as “constantly changing 
cognitive and behavioral efforts to manage specific external and/or internal demands that 
are appraised as taxing or exceeding the resources of the person.” Thus, coping can be 
seen as the cognitive and behavioral components of the stress response that function to 
moderate (reduce or augment) the effects of the stressor on the individual’s well-being. 
Lazarus and Folkman (1984) argue that coping is exhibited within the context of 
cognitive appraisal, which is defined as “the process of categorizing an encounter, and its 
various facets, with respect to its significance for well-being” (p. 31). Primary appraisal, 
secondary appraisal, and reappraisal are delineated. In primary appraisal, the person 
categorizes the stressor as irrelevant to well-being, positive (i.e., preserving or enhancing 
well-being), challenging (i.e., a potential for gain or growth), negative (decreasing well­
5being), or threatening to well-being. Secondary appraisal is an evaluation of what, if 
anything, can be done to prevent harmful effects of the stressor or to improve the 
likelihood of benefit. Based on the secondary appraisal, the individual generates and 
exhibits a coping strategy, and then reappraisal occurs to determine the extent to which 
the coping response was successful.
Stress can have an effect on an individual, both psychologically and physically. 
One of the main systems in the body that is involved in the stress response is the 
sympathetic nervous system. The sympathetic nervous system activation is what Cannon 
(1932) described as the fight-or-flight response. This includes the secretion of 
catecholamines, epinephrine and norepinephrine, increased blood pressure and heart rate, 
constriction of peripheral blood vessels, as well as other changes to ready the body for the 
stressor. Having a highly responsive sympathetic nervous system is associated with some 
health conditions. Maladaptive coping with stressors can lead to excessive (i.e., 
exaggerated and overly frequent) activation of the sympathetic nervous system which, in 
turn, is believed to contribute to health problems. For example, stress has been linked to 
the development, maintenance, and exacerbation of cardiovascular disease (Vitaliano, 
Scanlan, Zhang, Savage, Hirsch, & Siegler, 2002). The Type A behavior pattern is an 
example of a maladaptive coping strategy that is believed to play a role in mediating the 
effects of stress on the development of carviovascular disease in some individuals. In 
brief, the Type A behavior pattern involves a sense of time urgency, competitive 
achievement strivings, and easily aroused hostility (Friedman & Rosenman, 1974; see 
Gallacher, Sweetnam, Yarnell, Elwood, & Stansfield, 2003). In contrast, people with the 
so-called Type B pattern do not have the above tendencies and, in general, are “less
6driven” individuals. Recent research has suggested that hostility is the “lethal” ingredient 
of the Type A behavior pattern (Gallacher, Yarnell, Sweetnam, Elwood, & Stansfeld,
1999).
In addition to sympathetic nervous system activation, the hypothalamic-pituitary- 
adrenal (HPA) axis is activated under stress. In HPA activation, the hypothalamus 
releases corticotropin-releasing factor; this stimulates the pituitary gland to secrete 
adrenocorticotropin hormone; in turn, this stimulates the adrenal cortex to release 
glucocorticoids, the most important of which is cortisol (Powell, William, Matthews, 
Meyer, Midgley, Baum, et al., 2002; Pruessner, Hellhammer, & Kirschbaum, 1999; 
Pruessner, Hellhammer, Pruessner, & Lupien, 2003). Cortisol acts to conserve 
carbohydrate stores, helps to reduce inflammation due to injury, and helps the body to 
return to a steady state following stress. However, the production of corticosteroids can 
lead to immunosuppression. Thus, when an individual copes maladaptively, he or she 
may be creating additional stressors and/or increasing severity or duration of existing 
stressors, and chronic activation of HPA axis is believed to contribute to health problems 
via immunosuppression. For example, stress, especially uncontrollable stress (e.g., 
McKenna, Zevon, Com, & Rounds, 1999) and lack of social support (e.g., Felitti, Anda, 
Nordenberg, Williamson, Aptiz, Edwards, et al., 1998), appears to influence the onset 
and course of some types of cancer. Further, researchers have explored the concept of a 
“cancer-prone” personality, and research has demonstrated a modest relationship between 
some types of cancer development and the use of denial or repressive coping strategies 
(McKenna et al., 1999). Since the immune system appears to be involved in the 
development of some cancers (Levy, Herberman, Lippman, D’Angelo, & Lee, 1991), it
7appears that stress, when coped with maladaptively, may have some influence on the 
onset and course of some cancers through chronic HPA activation and associated 
immunosuppression.
Stress also plays a key role in the development and course of mental health 
problems. Psychosocial stressors often precipitate or exacerbate the development of 
mental health problems. For example, as indicated in the Diagnostic and Statistical 
Manual of Mental Disorders (2000, p. 373), “Episodes of Major Depressive Disorder 
often follow a severe psychosocial stressor, such as the death of a loved one or divorce.” 
Due to the important role of stress in the etiology, maintenance, and exacerbation of 
mental health problems, the American Psychiatric Association decided in 1980 to move 
to a multiaxial diagnostic system with Axis IV solely dedicated to the documentation of 
the psychosocial stressors in the patient’s life.
Preliminary Research on the Perfectionism X Stress Diathesis
A study by Chang and Rand (2000) was designed to examine if (a) certain types 
of perfectionism or (b) high levels of perceived stress after accounting for perfectionism 
are significant predictors of psychological symptoms. Another purpose of this study was 
to determine if the perfectionism X stress interaction is a significant predictor of 
psychological symptoms and hopelessness.
The Multidimensional Perfectionism Scale (MPS; Hewitt & Flett, 1991), a 
measure consisting of three theoretically distinct perfectionism scales (self-oriented 
perfectionism, socially prescribed perfectionism and other-oriented perfectionism), was 
employed. Cohen et al.’s (1983) Perceived Stress Scale (PSS), a measure of self- 
appraised stress, was also used. Most studies have used stressful life events scales as a
8measure of stress and, according to Cohen, et al. (1983), these types of measures are not 
sensitive in assessing chronic stress or stress from events not listed on the scale. The 
Symptom Check List-90-Revised (SCL-90-R; Derogatis, 1983) was used to measure the 
psychological symptoms of the subjects. Finally, the Beck Hopelessness Scale (HS; 
Beck, Weissman, Lester, & Trexler, 1974), which was designed to identify extreme 
pessimism or hopelessness, was employed. This study examined 215 college students 
(72.1% freshmen) during take-home surveys in which the perfectionism measure (MPS) 
and the stress measure (PSS) were administered during the first session and the measures 
of psychological symptoms and hopelessness (SCL-90-R and HS) were administered at a
session four to five weeks later.
Socially prescribed perfectionism (MPS-Social subscale) was found to account 
for a significant level of unique variance in psychological symptoms and hopelessness 
reported one month later. However, self-oriented perfectionism (MPS-Self subscale) and 
other-oriented perfectionism (MPS-Other subscale) were not found to be significantly 
related to psychological symptoms. High levels of perceived stress (PSS scores) were 
also found to be significantly and positively related to psychological symptoms and 
hopelessness. There were no significant interactions found between stress (PSS scores) 
and either self-oriented perfectionism (MPS-Self subscale) or other-oriented 
perfectionism (MPS-other subscale). In contrast, there was a significant interaction 
between socially prescribed perfectionism (MPS-Social subscale) and stress (PSS scores) 
on both psychological symptoms and hopelessness. In other words, there was no support 
found for a diathesis-stress model for self-oriented or other-oriented perfectionists; 
however, there was support for a diathesis stress model for socially prescribed
9perfectionists. Tthe following pattern was observed: when a low level of perceived stress 
was reported, the correlation between socially prescribed perfectionism and 
psychological symptoms was not statistically significant; however, when a higher level of 
stress was reported, the correlation between socially prescribed perfectionism and 
psychological symptoms was statistically significant and positive in direction.
A study by Dunkley, Blankstein, Halsall, Williams, and Winkworth (2000) is also 
central to the present research project. The purpose of the study was to examine stress 
levels, coping styles, and level of perceived social support as mediators of the 
psychological effects of perfectionism The study focused on personal standards 
perfectionism (similar to self-oriented perfectionism) and evaluative concerns 
perfectionism (similar to socially prescribed perfectionism). The Dunkley et al. (2000) 
study measured the same constructs (i.e. different types of perfectionism), but used 
different measures in doing so. They used subscales from two separate measures of 
perfectionism, both of which are called the Multidimensional Perfectionism Scale.
Similar to Chang and Rand (2000), they used Hewitt and Flett’s (1991) Multidimensional 
Perfectionism Scale (MPS) for the socially prescribed perfectionism subscale and the 
self-oriented perfectionism subscale. However, they also incorporated subscales from 
Frost, Marten, Lahart, and Rosenblate’s (1990) Multidimensional Perfectionism Scale 
(FMPS) (i.e. personal standards, concern over mistakes, and doubts about actions) that 
correlate with Hewitt and Flett’s (1991) subscales. The Dunkley et al. (2000) label of 
“personal standards perfectionism” was determined by using scores on both the self- 
oriented perfectionism subscale (MPS) and the personal standards subscale (FMPS), 
which have been found to be highly correlated with each other. In addition, “evaluative
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concerns perfectionism” was determined by using scores on the socially prescribed
subscale (MPS) and scores on the concern over mistakes and doubts about actions
subscales (FMPS). Both subscales from Frost et al’s (1990) FMPS are highly correlated 
with the socially prescribed subscale (MPS).
The COPE Inventory (COPE; Carver, Scheier, & Weintraub, 1989) was used to 
measure active and avoidant coping styles. Three subscales (Guidance, Reliable 
Alliance, and Attachment) of the Social Provisions Scale (SPS; Cutrona & Russell, 1987) 
were employed to measure perceived social support and assistance currently available 
during times of stress. The General, Academic, and Social Hassles Scale for Students 
(GASHSS; Blankstein & Flett, 1993), which assesses the frequency and endurance of 
daily hassles experienced by college students in the past month, was used. Finally, the 
Mood and Anxiety Symptom Questionnaire Short Form (MASQ; Watson & Clark, 1991) 
was used to measure depressive and anxious symptoms. Participants included 443 
college students (90% first year) who completed a packet with these measures in random 
order during one session.
Results of the Dunkley et al. (2000) study indicated that daily hassles, avoidant 
coping, and perceived social support were each unique mediators in the relation between 
evaluative concerns (socially prescribed) perfectionism and distress. Perfectionists 
experienced a higher frequency and duration of daily hassles, consistent with the 
hypothesis that perfectionists create their own stressors which, in turn, contribute to 
increased levels of distress (Hewitt & Flett, 1993). Evaluative concerns (socially 
prescribed) perfectionists typically engaged in avoidant coping styles, such as 
disengagement or denial, as compared to personal standards (self-oriented) perfectionists
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who tended to engage in active, problem-focused coping. The authors hypothesized that 
this avoidant coping style is one factor that contributed to the evaluative concerns 
(socially prescribed) perfectionists having less adaptive functioning in response to stress. 
This is consistent with past research showing that evaluative concerns (socially 
prescribed) perfectionists have lower perceived self-efficacy regarding their ability to 
cope with stressful situations to the satisfaction of others (Flett, et al., 1996).
Results indicated an inverse relationship between evaluative concerns (socially 
prescribed) perfectionism and perceived available social support during times of stress.
In other words, participants with high scores on the measure of evaluative concerns 
(socially prescribed) perfectionism tended to report lower levels of perceived available 
social support. This is consistent with Mongrain’s (1998) findings that self-critical 
individuals do not believe they can count on others for help. Relative to evaluative 
concerns (socially prescribed) perfectionism, personal standards (self-oriented) 
perfectionism had a weaker, but statistically significant, relationship with distress. 
Relative to evaluative concerns (socially-prescribed) perfectionism, personal standards 
(self-oriented) perfectionism may not be as maladaptive because it is positively correlated 
with active coping styles and perceived social support. In addition, although personal 
standards (self-oriented) perfectionists experienced distress in response to daily hassles, 
this type of perfectionism was not related to hassles after controlling for the influence of 
evaluative concerns (socially prescribed) perfectionism.
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The Present Study
The purpose of the present study is to test several hypotheses. Hypothesis 1 is
that stress and socially prescribed perfectionism will be significant predictors of clinical 
symptoms. This finding would replicate past research (e.g., Hewitt & Flett, 1991). As 
part of Hypothesis 1, stress and socially prescribed perfectionism are expected to predict 
not only psychological symptoms but also physical health symptoms. This finding would 
extend the literature, since past research did not examine the relationship between 
socially prescribed perfectionism and physical health symptoms. Past research has 
indicated that socially prescribed perfectionism, as opposed to self-oriented and other- 
oriented perfectionism, is more often correlated with psychological symptoms (e.g.
Chang & Rand, 2000; Dunkley et al., 2000). This could be due to the lack of control in 
trying to meet others expectations (Hewitt & Flett, 1991), or it may be due to the stress 
they generate in their lives by fearing rejection from others if they make a mistake 
(Hewitt & Flett, 1993; Frost et al., 1990). Hypothesis 2 is that findings will support a 
“diathesis-stress model”; that is, after controlling for the main effects of stress and 
perfectionism, the socially prescribed perfectionism X stress interaction is expected to 
account for unique variance in psychological problems. This finding would replicate 
preliminary past research (e.g. Chang & Rand, 2000). As part of Hypothesis 2, the 
socially prescribed perfectionism X stress interaction is also expected to account for 
unique variance in physical symptoms. This finding would extend the literature, since 
past research did not examine the effects of the perfectionism X stress diathesis on 
physical health symptoms. Consistent with preliminary findings, Hypothesis 3 is that
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socially prescribed perfectionists tend to use maladaptive avoidant coping, while self- 
oriented perfectionists use coping strategies that are more active and adaptive.
It is expected that the thesis will lead to a better understanding of the 
psychological and physical health problems that may occur for an individual with 
perfectionism who encounters stress. A better understanding of this “diathesis-stress” 
model (i.e., the effect of perfectionism X stress interaction on mental and physical well­
being) will allow us to identify “at risk” college students and develop preventions and 
interventions for perfectionists (e.g., helping them to acquire adaptive coping skills and to 
utilize stress management procedures).
CHAPTER II
METHOD
Participants
In this study, 198 undergraduate students at the University of Dayton were 
recruited to participate. Of this sample, 181 (86 males and 95 females) participants 
completed all the measures provided to them. The participants ages ranged from 17 to 23 
(M = 19.10, SD = 1.062). Most of the participants (91.7%) reported their ethnicity as 
Caucasian, while 5% reported their ethnicity as African American, 2.2% reported 
Hispanic, and 1.1% reported other. All students received course or service credit for 
participating in the study.
Measures
Perfectionism
The Multidimensional Perfectionism Scale (MPS; Hewitt & Flett, 1991; see 
Appendix A) is a 45-item measure that assesses participants on three dimensions of 
perfectionism (Self-Oriented Perfectionism, Socially-Prescribed Perfectionism, and 
Other-Oriented Perfectionism). Respondents rate their agreement to the 45 statements on 
a 7-point Likert scale, ranging from 1 (disagree) to 7 (agree). Each of the three subscales 
consists of 15 questions with scores ranging from 15 to 105. Higher scores on each 
individual scale relate to higher levels of perfectionism in that area. A total of 18 items 
are reverse-scored. The internal reliability of the MPS individual subscales is between
14
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.86 and .87, and the subscales have good test-retest reliability coefficients, ranging from 
.75 to .88. Regarding validity, these subscales correlate with Frost et al.’s 
Multidimensional Perfectionism Scale (FMPS) (Beiling, Israeli, & Antony, 2004).
Stress
The Perceived Stress Scale (PSS; Cohen, et al., 1983; see Appendix B) is a 14-item 
measure of self-appraised stress. Respondents answer on a 5-point Likert scale regarding 
how often they have felt a certain way (e.g. nervous) in the past month, ranging from 0 
(“never”) to 4 (“very often”). Scores can range from 0 to 56, with higher scores related to 
greater levels of perceived stress. Out of the 14 items, 6 are reverse scored. Research on 
the PSS has shown the coefficient alpha reliability to range between .84 and .86 (Cohen et 
al., 1983). With regard to validity, PSS scores have been found to be correlated with 
physical symptomology, depression, and anxiety (Pbert, Doerfler, & DeCosimo, 1992). 
Coping
The COPE Inventory (COPE; Carver et al., 1989; see Appendix C) is a 60-item 
inventory, which measures a variety of coping strategies, including active and avoidant 
coping styles. Respondents answer on a 4-point Likert scale regarding how they usually 
respond to a stressful event (e.g. “I try to get advice about what to do”), ranging from 1 (“I 
usually don’t do this at all”) to 4 (“I usually do this a lot”). The COPE contains 15 
subscales with four questions on each subscale. The overall active coping style subgroup 
will be determined by adding the scores for the Active Coping, Planning, and Suppression 
of Competing Activities subtests, while the overall avoidant coping style subgroup will be 
determined by adding the scores on the Denial, Behavioral Disengagement, and Mental 
Disengagement subtests (Carver, et al., 1989). The scores on each subscale range from 4
16
to 16 with higher scores related to greater levels of that type of coping. Each of the 15 
subtests will also be examined separately in their relation to the three dimensions of 
perfectionism. These COPE subscales have an internal consistency coefficient ranging 
between .62 and .80. With regard to validity, adaptive coping strategies (e.g. active 
coping, planning) correlate with adaptive personality traits (e.g. self-esteem, optimism); 
and coping strategies that are less functional (e.g. denial, mental and behavioral 
disengagement) are inversely correlated with adaptive personality traits (Carver et al.,
1989).
Psychological Symptoms
The Symptom Check List-90-Revised (SCL-90-R; Derogatis, 1983; see Appendix 
D) is a 90-item measure of psychological symptoms which uses a 5-point Likert scale to 
measure the extent to which each symptom applies to the individual, ranging from 0 (“not 
at all”) to 4 (“extremely”). The SCL-90-R provides scores on nine dimensions of 
psychopathology: somatization, obsessive-compulsive, interpersonal sensitivity, 
depression, anxiety, hostility, phobia, paranoid ideation, and psychoticism. The SCL-90-R 
also gives a general score of psychopathology across the dimensions called the General 
Symptom Index (GSI). Derogatis, Rickels, and Rock (1976) reported the internal 
consistency coefficients for the nine symptom scales to range between .77 and .90 and the 
test-retest coefficients to range between .78 and .90. There is also support for excellent 
convergent validity with the Minnesota Multiphasic Personality Inventory (MMPI) 
(Derogatis, Rickels & Rock, 1976). The results of their study showed that eight of the 
dimensions of the SCL-90-R had their highest correlations with MMPI scales measuring 
the same or similar constructs. For example, the Somatization dimension on the SCL-90-R
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was most positively correlated (r = .57) with “hypochondrias” on the MMPI, and the 
Psychoticism dimension on the SCL-90-R was most positively correlated (r = .64) with 
“schizophrenia” on the MMPI.
Hope
The Hope Scale (Snyder, Harris, Anderson, Holleran, Irving, Sigmon, Yoshinobu, 
Gibb, Langelle, & Harney, 1991; see Appedix E) is a 12-item measure including 4 filler 
items, which uses an 8-point Likert scale to measure the extent to which each statement 
applies to the individual true or false. Responses range from 1 (“definitely false”) to 8 
(“definitely true”). Two aspects of hope are being measured: agency and pathways.
Agency measures a “sense of successful determination in meeting goals in the past, 
present, and future” (Snyder, et al., 1991, p.570), whereas pathways measures the feeling 
that one can devise plans to meet goals. There are four items on each subscale with scores 
ranging from 4 to 32. Higher scores on each subscale relate to greater levels of that type of 
hope. An overall hope score is obtained by combining the two subscale scores. Snyder et 
al. (1991) reported test-retest reliabilities ranging from .73 to .85 with a coefficient alpha 
for the total scale ranging from .74 to .88. With regard to validity, the Hope Scale was 
correlated with two measures of positive outcome expectations (e.g. Life Orientation Test 
and Generalized Expectancy for Success Scale) and inversely correlated with measures 
that tap the construct of hopelessness (e.g. Beck Depression Inventory) (Snyder, et al.,
1991).
Physical Symptoms
The Inventory of Physical Symptoms (CHIPS; Cohen & Hoberman, 1983; see
Appendix F), is a 33-item inventory, which measures the extent to which an individual has
18
been distressed by various stress-related physical symptoms. Items are rated on a 5-point 
Likert scale, ranging from 0 (not at all) to 4 (extremely). Scores can range from 0 to 132, 
with higher scores related to greater reports of distress due to physical symptoms. 
Psychometric evaluations of the CHIPS indicate that it has adequate internal consistency, 
with an alpha coefficient of .88 (Cohen & Hoberman, 1983). Regarding validity, Cohen 
and Hoberman (1983) found that CHIPS moderately correlated with the Center for 
Epidemiological Studies Depression Scale (CES-D) and significantly correlated with use
of the student health facilities.
Procedures
Potential participants were presented with the consent form (Appendix H), and the 
potential participant was asked to sign it if he or she was willing to participate in the study. 
Once the participant signed the consent form, a witness (investigator) also signed the 
document. Following completion of the consent form, the Demographic Form (Appendix 
G) was the first instrument completed by each participant. Participants completed the 
following psychometric instruments: the Multidimensional Perfectionism Scale (MPS; 
Hewitt & Flett, 1991); the Perceived Stress Scale (PSS; Cohen,et al., 1983); the COPE 
Inventory (COPE; Carver, et al., 1989); the Symptom Check List-90-R (SCL-90-R; 
Derogatis, 1983); the Inventory of Physical Symptoms (CHIPS; Cohen & Hoberman, 
1983), and the Hope Scale (HOPE; Snyder, et al., 1991). Data was collected from 
participants in a group format with each session lasting approximately 30 minutes. 
Following data collection, partipants were debriefed (Appendix I).
A Balanced Latin Square Design was employed to systematically control for 
order of instrument presentation. In the matrix in Table 1, a row corresponds to the order
19
Table 1
Balanced Latin Square Design: Order of Instrument Presentation
Balanced Latin Square Order Formula
Order
Groups 1
1 1
2 2
3 3
4 4
5 5
6 6
2 n 3 n-1 4
2
3
4
5
6 
1
6
1
2
3
4
5
3 5 4
4 6 5
5 1 6
6 2 1
1 3 2
2 4 3
Note:
1 = Multidimensional Perfectionism Scale
2 = Perceived Stress Scale
3 = COPE Inventory
4 = Symptom Checklist-90-R
5 = Hope Scale
6 = Inventory of Physical Symptoms
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of the instruments that an individual completed. Starting with order number 1, 
participants completed the measures in the designated sequence and, after the sixth 
participant, the investigator started the order over again with the seventh participant, and 
so on. This approach allows a researcher to determine if order effects are present, and it 
also ensures that each instrument is followed by and preceded by every other instrument 
an equal number of times. In addition, this approach guarantees that each instrument 
appears in each ordinal position an equal number of times. As expected, ANOVA results 
did not provide evidence of any significant order effects (see Appendix J).
CHAPTER III
RESULTS
Relationships Among Predictor Variables
The correlations between perceived stress and the three types of perfectionism are 
illustrated in Table 2. Perceived stress was significantly correlated with socially 
prescribed perfectionism, and the correlation was positive in direction. In other words, 
individuals who scored higher on socially prescribed perfectionism also tended to report 
higher levels of stress, and individuals who had lower scores on socially prescribed 
perfectionism tended to report lower levels of stress. Perceived stress was not 
significantly correlated with self-oriented perfectionism or other-oriented perfectionism. 
The correlations among the three types of perfectionism were also computed. As 
illustrated in Table 3, all three types of perfectionism are significantly correlated with one 
another, and the coefficients were positive in direction.
Effects of Perfectionism and Stress
Hypothesis 1 stated that the effects of stress and socially prescribed perfectionism 
would account for a significant amount of variance in psychological symptoms and 
physical health symptoms. Analyses were performed using bivariate correlations. As 
shown in Table 4, this hypothesis was clearly supported. Stress and socially prescribed 
perfectionism were both positively correlated with psychological symptoms. In other 
words, individuals who reported higher levels of stress and individuals with higher scores 
on socially prescribed perfectionism also tended to report higher levels of psychological
21
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Table 2
Correlations between Perceived Stress and Types of Perfectionism
Perceived Stress
Self-Oriented
.072
(.337)
Socially Prescribed
.341**
(.000)
Other-Oriented
.015
(.842)
*p<.05
* * p<.01
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Table 3
Correlations between Types of Perfectionism
Self-Oriented Socially Prescribed
Self-Oriented .486**
(.000)
SociallyPrescribed .486**
(.000)
-
Other-Oriented .392** .177*
(.000) (.017)
Other-Oriented
.392**
(.000)
.177*
(.017)
*p<.05 
* *p<.01
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symptoms. Stress and socially prescribed perfectionism were both negatively correlated 
with hope. In other words, individuals who reported higher levels of stress and 
individuals with higher scores on socially prescribed perfectionism reported experiencing 
lower levels of hope. Stress and socially prescribed perfectionism were also both 
positively correlated with physical health symptoms. In other words, individuals who 
reported higher levels of stress and individuals with higher scores on socially prescribed 
perfectionism tended to report more experiencing more physical health symptoms. It is 
worth noting that self-oriented perfectionism was positively correlated with the hope 
overall score and the hope (agency) subscore. In other words, individuals with higher 
scores on self-oriented perfectionism tended to report higher levels of hope. However, 
there were no other significant correlations for self-oriented perfectionism or other- 
oriented perfectionism.
Stress by Perfectionism Interaction
Hypothesis 2 stated that, after controlling for the main effects of stress and 
perfectionism, the perfectionism X stress interaction would account for unique variance 
in psychological problems and physical health problems. For each dependent variable, 
the effects of perfectionism and stress were entered at step 1 and the socially prescribed 
perfectionism X stress interaction effect was entered at step 2. As illustrated in Table 5, 
the results of the multiple regression analysis did not support this hypothesis. The R 
squared change was not significant at step 2 for any of the 14 dependent variables. As 
shown in Tables 6 and 7, the R square change at step 2 was also nonsignificant for the 
corresponding multiple regression analyses including self-oriented and other-oriented 
perfectionism.
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Table 5
Stress as Predictor Variables and Symptoms as Dependent Variables
Significance of
F Change
Global Severity Index (GSI) R2
Change
F Change 
(df = 2, 178)
Step 1
Socially Prescribed Perfectionism 
Perceived Stress
.343 46.493 .000
Step 2
Socially Prescribed Perfectionism 
by Perceived Stress Interaction
.005 1.223 .270
Somatization
Step 1
Socially Prescribed Perfectionism 
Perceived Stress
.153 16.053 .000
Step 2
Socially Prescribed Perfectionism 
by Perceived Stress Interaction
.004 .929 .336
Obsessive Compulsive
Step 1
Socially Prescribed Perfectionism 
Perceived Stress
.260 31.263 .000
Step 2
Socially Prescribed Perfectionism 
by Perceived Stress Interaction
.002 .461 .498
Interpersonal Sensitivity
Step 1
Socially Prescribed Perfectionism 
Perceived Stress
.305 39.022 .000
Step 2
Socially Prescribed Perfectionism 
by Perceived Stress Interaction
.004 1.131 .289
Depression
Step 1
Socially Prescribed Perfectionism 
Perceived Stress
.375 53.360 .000
Step 2 .008 2.311 .130
Socially Prescribed Perfectionism 
by Perceived Stress Interaction
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Table 5 Continued
Anxiety R2
Change
F Change 
(df=2, 178)
Significance of
F Change
Step 1
Socially Prescribed Perfectionism 
Perceived Stress
.248 29.335 .000
Step 2
Socially Prescribed Perfectionism 
by Perceived Stress Interaction
.001 .249 .618
Hostility
Step 1
Socially Prescribed Perfectionism 
Perceived Stress
.216 24.557 .000
Step 2
Socially Prescribed Perfectionism 
by Perceived Stress Interaction
.000 .004 .950
Phobia
Step 1
Socially Prescribed Perfectionism 
Perceived Stress
.132 13.569 .000
Step 2
Socially Prescribed Perfectionism 
by Perceived Stress Interaction
.002 .383 .537
Paranoid Ideation
Step 1
Socially Prescribed Perfectionism 
Perceived Stress
.275 33.693 .000
Step 2
Socially Prescribed Perfectionism 
by Perceived Stress Interaction
.013 3.255 .073
Psychoticism
Step 1
Socially Prescribed Perfectionism 
Perceived Stress
.350 48.013 .000
Step 2
Socially Prescribed Perfectionism 
by Perceived Stress Interaction
.000 .101 .751
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Table 5 Continued
Physical Symptoms (CHIPS) R2
Change
F Change 
(df=2, 178)
Significance of
F Change
Step 1
Socially Prescribed Perfectionism 
Perceived Stress
.233 27.095 .000
Step 2
Socially Prescribed Perfectionism 
by Perceived Stress Interaction
.006 1.391 .240
Hope total
Step 1
Socially Prescribed Perfectionism 
Perceived Stress
.179 19.398 .000
Step 2
Socially Prescribed Perfectionism 
by Perceived Stress Interaction
.000 .099 .753
Hope (Agency)
Step 1
Socially Prescribed Perfectionism 
Perceived Stress
.130 13.342 .000
Step 2
Socially Prescribed Perfectionism 
by Perceived Stress Interaction
.004 .917 .340
Hope (Pathways)
Step 1
Socially Prescribed Perfectionism 
Perceived Stress
.148 15.503 .000
Step 2
Socially Prescribed Perfectionism 
by Perceived Stress Interaction
.001 .190 .664
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Table 6
Results of Hierarchical Multiple Regression Analysis: Self-oriented Perfectionism and
Stress as Predictor Variables and Symptoms as Dependent Variables
Global Severity Index (GSI) R F Change Significance of
Change(df = 2,178) F Change
Step 1
Self-oriented Perfectionism 
Perceived Stress
.315 40.867 .000
Step 2
Self-oriented Perfectionism 
by Perceived Stress Interaction
.005 1.428 .234
Somatization
Step 1
Self-oriented Perfectionism 
Perceived Stress
.117 11.782 .000
Step 2
Self-oriented Perfectionism 
by Perceived Stress Interaction
.002 .484 .488
Obsessive Compulsive
Step 1
Self-oriented Perfectionism 
Perceived Stress
.241 28.199 .000
Step 2
Self-oriented Perfectionism 
by Perceived Stress Interaction
.001 .119 .730
Interpersonal Sensitivity
Step 1
Self-oriented Perfectionism 
Perceived Stress
.288 35.394 .000
Step 2
Self-oriented Perfectionism 
by Perceived Stress Interaction
.002 .503 .479
Depression
Step 1
Self-oriented Perfectionism 
Perceived Stress
.348 47.497 .000
Step 2
Self-oriented Perfectionism 
by Perceived Stress Interaction
.010 2.722 .101
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Table 6 Continued
Anxiety R2
Change
F Change 
(df=2,178)
Significance of
F Change
Step 1
Self-oriented Perfectionism 
Perceived Stress
.217 24.732 .000
Step 2
Self-oriented Perfectionism 
by Perceived Stress Interaction
.010 2.191 .141
Hostility
Step 1
Self-oriented Perfectionism 
Perceived Stress
.203 22.714 .000
Step 2
Self-oriented Perfectionism 
by Perceived Stress Interaction
.001 .121 .728
Phobia
Step 1
Self-oriented Perfectionism 
Perceived Stress
.132 13.569 .000
Step 2
Self-oriented Perfectionism 
by Perceived Stress Interaction
.002 .383 .537
Paranoid Ideation
Step 1
Self-oriented Perfectionism 
Perceived Stress
.257 30.815 .000
Step 2
Self-oriented Perfectionism 
by Perceived Stress Interaction
.006 1.532 .217
Psychoticism
Step 1
Self-oriented Perfectionism 
Perceived Stress
.336 45.108 .000
Step 2
Self-oriented Perfectionism 
by Perceived Stress Interaction
.000 .107 .744
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Table 6 Continued
Physical Symptoms (CHIPS) R2
Change
F Change 
(df=2, 178)
Significance of
F Change
Step 1
Self-oriented Perfectionism 
Perceived Stress
.214 24.280 .000
Step 2
Self-oriented Perfectionism 
by Perceived Stress Interaction
.003 .679 .411
Hope total
Step 1
Self-oriented Perfectionism 
Perceived Stress
.202 22.559 .000
Step 2
Self-oriented Perfectionism 
by Perceived Stress Interaction
.000 .065 .798
Hope (Agency)
Step 1
Self-oriented Perfectionism 
Perceived Stress
.197 21.806 .000
Step 2
Self-oriented Perfectionism 
by Perceived Stress Interaction
.001 .268 .606
Hope (Pathways)
Step 1
Self-oriented Perfectionism 
Perceived Stress
.137 14.081 .000
Step 2
Self-oriented Perfectionism 
by Perceived Stress Interaction
.001 .005 .943
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Table 7
Results of Hierarchical Multiple Regression Analysis: Other-oriented Perfectionism and
Stress as Predictor Variables and Symptoms as Dependent Variables
Global Severity Index (GSI) R2 F Change Significance of
Change (df = 2, 178) F Change
Step 1
Other-oriented Perfectionism 
Perceived Stress
.315 40.970 .000
Step 2
Other-oriented Perfectionism 
by Perceived Stress Interaction
.000 .029 .865
Somatization
Step 1
Other-oriented Perfectionism 
Perceived Stress
.118 11.941 .000
Step 2
Other-oriented Perfectionism 
by Perceived Stress Interaction
.000 .005 .942
Obsessive Compulsive
Step 1
Other-oriented Perfectionism 
Perceived Stress
.244 28.793 .000
Step 2
Other-oriented Perfectionism 
by Perceived Stress Interaction
.002 .572 .450
Interpersonal Sensitivity
Step 1
Other-oriented Perfectionism 
Perceived Stress
.290 36.321 .000
Step 2
Other-oriented Perfectionism 
by Perceived Stress Interaction
.006 1.466 .228
Depression
Step 1
Other-oriented Perfectionism 
Perceived Stress
.352 48.369 .000
Step 2
Other-oriented Perfectionism 
by Perceived Stress Interaction
.000 .077 .782
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Table 7 Continued
Anxiety R2
Change
F Change 
(df=2,178)
Significance of
F Change
Step 1
Other-oriented Perfectionism 
Perceived Stress
.226 26.036 .000
Step 2
Other-oriented Perfectionism 
by Perceived Stress Interaction
.000 .008 .928
Hostility
Step 1
Other-oriented Perfectionism 
Perceived Stress
.204 22.873 .000
Step 2
Other-oriented Perfectionism 
by Perceived Stress Interaction
.000 .089 .765
Phobia
Step 1
Other-oriented Perfectionism 
Perceived Stress
.094 9.265 .000
Step 2
Other-oriented Perfectionism 
by Perceived Stress Interaction
.000 .020 .889
Paranoid Ideation
Step 1
Other-oriented Perfectionism 
Perceived Stress
.284 35.286 .000
Step 2
Other-oriented Perfectionism 
by Perceived Stress Interaction
.000 .109 .741
Psychoticism
Step 1
Other-oriented Perfectionism 
Perceived Stress
.337 45.206 .000
Step 2
Other-oriented Perfectionism 
by Perceived Stress Interaction
.002 .616 .433
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Table 7 Continued
Physical Symptoms (CHIPS) R2
Change
F Change 
(df=2, 178)
Significance of
F Change
Step 1
Other-oriented Perfectionism 
Perceived Stress
.221 25.235 .000
Step 2
Other-oriented Perfectionism 
by Perceived Stress Interaction
.001 .260 .611
Hope total
Step 1
Other-oriented Perfectionism 
Perceived Stress
.180 19.564 .000
Step 2
Other-oriented Perfectionism 
by Perceived Stress Interaction
.005 1.059 .305
Hope (Agency)
Step 1
Other-oriented Perfectionism 
Perceived Stress
.144 15.004 .000
Step 2
Other-oriented Perfectionism 
by Perceived Stress Interaction
.007 1.360 .245
Hope (Pathways)
Step 1
Other-oriented Perfectionism 
Perceived Stress
.138 14.211 .000
Step 2
Other-oriented Perfectionism 
by Perceived Stress Interaction
.002 .358 .550
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Relationship between Different Types of Perfectionism and Styles of Coping
Hypothesis 3 stated that socially prescribed perfectionists use maladaptive 
avoidant coping, while self-oriented perfectionists use coping strategies that are more 
active and adaptive. This hypothesis was strongly supported. Bivariate correlations 
between different types of perfectionism and other types of coping are provided in Table 
8. The overall average for the active coping subscales was positively correlated with 
self-oriented perfectionism. In other words, individuals with higher scores on self- 
oriented perfectionism tended to have higher scores on the measures of active coping. 
This significant relationship was found for all three active coping subscales (i.e. active 
coping, suppression of competing activities, and planning). Socially prescribed 
perfectionism was not correlated with overall active coping, but did have a significant 
positive correlation with one active coping subscale (suppression of competing activities
subscale).
In addition, the overall average for the avoidant coping subscales was positively 
correlated with socially prescribed perfectionism. In other words, individuals with higher 
scores on socially prescribed perfectionism tended to have higher scores on the measures 
of avoidant coping. This significant relationship was found for all three avoidant coping 
subscales (mental disengagement, behavioral disengagement, and denial). As expected, 
self-oriented perfectionism was not correlated with the average avoidant coping score. In 
addition, it should be noted that self-oriented perfectionism was actually inversely 
correlated with behavioral disengagement, consistent with the hypothesis that self- 
oriented perfectionists use maladaptive coping strategies. Other-oriented perfectionism 
was not significantly correlated with any of the subscales on the coping measure.
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Table 8
Bivariate Correlations between Predictor Variables and Coping Styles
Socially-prescribed Self-oriented Other-oriented
Active .082
(.271)
.349**
(.000)
.099
(.185)
Active coping .035
(.641)
.269**
(.000)
.104
(.165)
Suppression of competing activities .330**
(.000)
.270**
(.000)
.016
(.831)
Planning -.047
(.530)
.308**
(.000)
.112
(.133)
Avoidant .260**
(.000)
-.093
(-212)
-.046
(.537)
Mental disengagement .149*
(.045)
-.007
(.928)
-.036
(.634)
Behavioral disengagement .214**
(.004)
-.175*
(.018)
-.070
(.350)
Denial .243**
(.001)
-.040
(.595)
-.005
(.950)
Other .119
(-109)
.122
(.102)
-.029
(.702)
Positive reinterpretation and growth -.016
(.831)
191**
(.010)
.047
(.531)
Focus on and venting of emotions .229**
(.002)
.071
(.341)
-.035
(.643)
Use of instrumental social support .114
(.128)
.136
(.067)
.055
(.461)
Religious coping .020
(.791)
.196**
(.008)
.066
(.380)
Humor -.113
(.131)
-.073
(.326)
-.062
(.407)
Restraint .263**
(.000)
.113
(.131)
-.026
(-725)
Use of emotional social support .125
(.093)
.090
(.228)
.016
(.829)
Substance use .102
(.171)
-.111
(.137)
-.090
(.227)
Acceptance -.119
(•111)
.020
(.790)
-.136
(.068)
* Correlation is significant at the .05 level (2-tailed)
** Correlation is significant at the .01 level (2-tailed)
CHAPTER IV
DISCUSSION
Effects of Stress and Perfectionism
Hypothesis 1 stated that the effects of stress and socially prescribed perfectionism 
would account for a significant amount of variance in psychological symptoms and 
physical health symptoms. This hypothesis was clearly supported in our study. Stress 
was positively correlated with psychological symptoms and physical health symptoms 
and negatively correlated with hope. In other words, individuals who scored higher on 
the measure of stress tended to have higher scores on the psychological symptoms 
measure and physical symptoms measure, but have lower scores on the measure of hope. 
This is consistent with past research documenting a significant relationship between 
stress and measures of psychological symptoms and hopelessness (e.g., Chang & Rand, 
2000). It is also consistent with research showing that stress plays a role in the 
development (onset and course) of various physical health problems (e.g., McKenna, et 
al., 1999; Vitaliano, et al., 2002).
Also supportive of Hypothesis 1 are the findings that socially prescribed 
perfectionism was positively correlated with symptoms (psychological and physical 
health) and negatively correlated with hope. In other words, individuals with higher 
scores on the socially prescribed perfectionism measure tended to have higher scores on 
measures of symptoms (psychological and physical), but had lower scores on the measure
37
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of hope. As noted earlier, relative to the other types of perfectionism, socially prescribed 
perfectionism is thought to be a better predictor of these problems due to the perceived 
pressure from others to be perfect and the lack of control of others’ expectations (Hewitt 
& Flett, 1991). In addition, most past studies have shown that socially prescribed 
perfectionism scores were significantly associated with scores on measures of depressive 
symptoms and negative affect (e.g., Flett, Hewitt, Blankenstein, & O’Brien, 1991; Frost, 
Heimberg, Holt, Mattia, & Neubauer, 1993; Chang & Rand, 2000), while this is not the 
case with the other types of perfectionism. Although a rare finding, Hewitt and Flett 
(1991) found that both socially prescribed perfectionism and self-oriented perfectionism 
were significantly associated with depressive symptoms. The present study extended the 
literature by demonstrating the positive correlation between socially prescribed 
perfectionism and physical health symptoms.
In the present study, self-oriented perfectionism was positively correlated with the 
overall hope score and the hope “agency” subscore. However, there were no other 
significant correlations for self-oriented perfectionism. These results are consistent with 
a similar study by Chang and Rand (2000), that found that socially prescribed 
perfectionism to be significantly associated with psychological symptoms and feelings of 
hopelessness, while self-oriented and other-oriented perfectionism were not. Chang and 
Rand (2000) speculate that self-oriented perfectionism may include some aspects of 
adaptive behavior in college students (e.g., high achievement striving) without the 
negative psychological effects associated with socially prescribed perfectionists (e.g., 
depression). This may be due to self-oriented perfectionism being positively correlated 
with the hope subtype “agency,” which measures a “sense of successful determination in
39
meeting goals in the past, present, and future,” while socially prescribed perfectionism is 
more often associated with feelings of hopelessness.
In the present study, other-oriented perfectionism was not correlated with 
psychological symptoms, hope, or physical symptoms. It was not expected to be 
correlated with any of the dependent variables, since past research has indicated that it is 
generally not associated with symptomology (e.g., Hewitt & Flett, 1991; Hewitt, Flett, & 
Weber, 1994). Chang and Rand (2000) speculate that this could be due to other-oriented 
perfectionists expecting perfection from others rather than feeling pressured to be perfect 
themselves, unlike socially prescribed and self-oriented perfectionists.
Stress by Perfectionism Interaction
Hypothesis 2 stated that the socially prescribed perfectionism X stress interaction 
would account for unique variance in psychological symptoms and physical symptoms 
after controlling for the main effects of perfectionism and stress. Results of multiple 
regression analyses did not support this hypothesis. As expected, the results of 
corresponding regression analyses were nonsignificant for self-oriented and other- 
oriented perfectionism. In a similar study, Chang and Rand (2000) also found no 
significance for the perfectionism X stress interaction for self-oriented and other-oriented 
perfectionism. However, they did find that the socially prescribed perfectionism X stress 
interaction accounted for a significant amount of variance in psychological symptoms 
and hopelessness. Their study used a similar population and employed the same 
measures of stress, perfectionism, and psychological symptoms. However, one 
methodological difference in the Chang and Rand (2000) study was that the 
psychological symptoms were measured 4 weeks after collecting data on perfectionism
40
and levels of perceived stress in order to show the predictive (“forecasting”) value of the 
perfectionism X stress interaction.
Given that (a) the hypothesized socially prescribed perfectionism X stress 
diathesis is a clinically significant issue, (b) past preliminary research provides some 
support for this diathesis (Chang & Rand, 2000; Dunkley, et al., 2000), and (c) socially 
prescribed perfectionism was the only type of perfectionism to be associated with mental 
and physical health symptoms in this study (and in most studies), a decision was made to 
conduct exploratory analyses as a follow up to the nonsignificant multiple regression 
results. These exploratory analyses were meant to help determine the extent to which 
future research resources should be dedicated to the examination of the hypothesized 
socially prescribed X stress diathesis.
Using an established follow-up procedure in this area of research (Aiken & West, 
1991), the following stress-related groups were formed: low stress group (n = 25), which 
included participants with scores on the perceived stress scale lower than -1 standard 
deviation from the mean; moderate stress group (n = 126), which included participants 
with scores higher than -1 standard deviation but lower than +1 standard deviation from 
the mean; high stress group (n = 30), which included participants with scores high than 
+1 standard deviation from the mean; moderate-high stress group (n = 156), which 
included all participants in the moderate and high stress groups. Then, for each stress- 
related group, the correlations between socially prescribed perfectionism and symptoms 
were examined separately.
As illustrated in Table 9, in the high stress group, the socially prescribed perfectionism 
was significantly correlated with several measures of psychological symptoms (global
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severity index, obsessive compulsive, interpersonal sensitivity, depression, and paranoid 
ideation), but was not significantly correlated with measures of physical symptoms or 
hope. However, these correlation coefficients were in the expected direction, and 
statistical power was low due to the small sample size (n = 30). In other words, 
individuals with high scores on socially prescribed perfectionism who perceive their 
stress levels as high also have high scores on several of the psychological symptom 
scales. The correlations in this group were the largest for any of the stress-related groups, 
with correlation coefficients ranging from .39 for paranoid ideation to .45 for depression.
In the moderate-high stress group, socially prescribed perfectionism was 
significantly correlated with all psychological symptoms subscales, physical health 
symptoms, and negatively correlated with the total hope score and the hope (pathways) 
subscale score. In other words, individuals with high scores on socially prescribed 
perfectionism who perceive their stress levels as either moderate or high also had higher 
scores on psychological symptoms and physical health symptoms and lower scores on the 
measure of hope. Although this interaction group was correlated with all of the 
dependent variables, the correlations were more moderate ranging from -.15 for the total 
hope score to .31 for depression. The sample size for the moderate-high stress group (n = 
156) was much larger than the sample size for the high stress group (n = 30), providing 
greater statistical power.
In the low stress group, socially prescribed perfectionism was not correlated with 
psychological symptoms or physical health symptoms, but did have an inverse correlation 
with the total hope score and the hope (pathways) subscale score. In other words,
43
individuals with high scores on socially prescribed perfectionism who report
experiencing low levels of stress also had low scores on the measure of hope.
It may be concluded that the results of these follow-up exploratory analyses
support the position that the hypothesized socially prescribed perfectionism X stress
diathesis warrants further research attention. Recommendations for future research are
presented at the end of this section.
Relationship between Different Types of Perfectionism and Styles of Coping
Hypothesis 3 was that socially prescribed perfectionists tend to use maladaptive
avoidant coping, while self-oriented perfectionists use coping strategies that are more 
active and adaptive. In general, this hypothesis was strongly supported. As expected, the 
overall average for the active coping subscales was positively correlated with self- 
oriented perfectionism, but was not correlated with socially prescribed perfectionism. In 
addition, the overall average for the avoidant coping subscales was positively correlated 
with socially prescribed perfectionism, while self-oriented perfectionism was not 
correlated with the average avoidant coping score. Dunkley et al. (2000) found similar 
results indicating that socially prescribed perfectionism is more associated with avoidant 
coping strategies, while self-oriented perfectionism is correlated with active coping 
strategies. The replication of the results of the Dunkley et al. (2000) study is even more 
impressive because their study used different measures of perfectionism. In other words, 
this pattern of findings appears to be robust since it generalizes across different measures 
of the construct. These findings are consistent with other past research indicating that 
socially prescribed perfectionists tend to engage in emotion-focused coping (Hewitt,
Flett, & Endler, 1995) and an absence of constructive thinking (Flett, Russo, & Hewitt,
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1994). The significant relationship between socially prescribed perfectionism and 
maladaptive coping could also play a role in the development of psychological and 
physical symptoms for socially prescribed perfectionists, while the adaptive coping style 
of self-oriented perfectionists could act as a buffer and thereby help to prevent 
psychological and physical symptoms. It should be noted that, as expected, other- 
oriented perfectionism was not significantly correlated with any of the coping 
dimensions. This is consistent with past findings that other-oriented perfectionism is not 
associated with either active or avoidant coping (e.g. Hewitt, et al., 1995).
It would be important to focus on helping socially prescribed perfectionists learn 
more adaptive styles of coping such as active coping and planning or help them reduce 
their socially prescribed perfectionistic tendencies. Cognitive-behavioral interventions 
may be the best treatment option to begin reducing socially prescribed perfectionists’ 
high levels of perceived stress, psychological symptoms, and physical symptoms. 
Implementing a cognitive-behavioral treatment could support socially prescribed 
perfectionists in altering their perceptions of a perceived stressor and modifying their 
typical avoidant coping response to be more active and adaptive. Meichenbaum’s (1996) 
stress inoculation training is a method that could be used with socially prescribed 
perfectionists to help them enhance their coping skills as they encounter stressors over 
time. Cognitive therapy techniques such as identifying the socially prescribed 
perfectionists’ core beliefs about what others expect of them, exploring the rational or 
irrational basis of those beliefs, and working on correcting those beliefs may also be 
helpful (Beck & Weishaar, 2000).
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Limitations and Directions for Future Research
There were some limitations to this study that require attention in future research. 
The present study and past studies in this research area have focused on the college 
population. It would be important to extend the research to other populations to 
determine if the same results are found when not faced with the evaluative college 
circumstances. For example, do the findings generalize to vocational settings involving 
non-academic stressors? Another limitation is that the measure of coping utilized asks 
participants how they usually respond to a stressful event. There is no way of knowing 
what types of events are considered stressful by different types of perfectionists, and so 
this approach to assessing coping does not capture how they would respond to different 
types of stressors.
Due to the nature of this study, it is impossible to make causal statements about 
the effects of perfectionism and stress on psychological symptoms and physical 
symptoms. In order to show causality, a researcher could employ an experiment in which 
participants are separated into groups depending on their perfectionism scores and then 
randomly assign them to controlled laboratory stressor conditions that vary in severity, 
with coping strategies and anxiety assessed at pre-determined time periods. Such an 
experiment would be more able to show the predictive utility of the perfectionism by 
stress interaction on psychological and physical symptoms. Thus, controlled 
experimental research would be helpful in examining the ways in which individuals with 
various levels of perfectionism react to different stressful conditions that vary in level of 
severity of the stressor. Future research could also utilize cognitive behavioral therapy 
with socially prescribed perfectionists to examine if modifying their coping style or
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altering their perception of others’ expectations could reduce their perfectionism, 
perceived stress, psychological symptoms, and physical symptoms. For example, a 
clinical experiment where perfectionists are randomly assigned to treatment versus wait 
list conditions could examine the hypothesis that corrective changes in perfectionistic 
tendencies could lead to improved physical and mental health. It is essential for future 
research to continue examining the perfectionism X stress interaction on psychological 
symptoms and physical symptoms since the results of this study are somewhat 
inconclusive regarding the diathesis stress hypothesis.
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APPENDIX A
Multidimensional Perfectionism Scale
Listed below are a number of statements concerning personal characteristics and traits. Read each 
item and decide whether you agree or disagree and to what extent. If you strongly agree, circle 7. 
If you strongly disagree, circle 1. If you feel somewhere in between, circle one of the numbers 
between 1 and 7. If you feel neutral or undecided, the midpoint is 4.
1. When I am working on something, I cannot relax until it is perfect. 1
2. I am not likely to criticize someone for giving up too easily. 1
3. It is not important that people I am close to are successful. 1
4. I seldom criticize my friends for accepting second best. 1
5. I find it difficult to meet others’ expectations of me. 1
6. One of my goals is to be perfect in everything I do. 1
7. Everything that others do must be of top-notch quality. 1
8. I never aim for perfection in my work. 1
9. Those around me readily accept that I can make mistakes too. 1
10. It doesn’t matter when someone close to me does not do their absolute
best. 1
11. The better I do the better I am expected to do. 1
12.1 seldom feel the need to be perfect. 1
13. Anything I do that is less than excellent will be seen as poor work by those
around me. 1
14.1 strive to be as perfect as I can be. 1
15. It is very important that I am perfect in everything I attempt. 1
16.1 have high expectations for the people who are important to me. 1
17.1 strive to be the best at everything I do. 1
18. The people around me expect me to succeed at everything I do. 1
19.1 do not have very high standards for those around me. 1
20.1 demand nothing less than perfection of myself. 1
21. Others will like me even if I don’t excel at everything. 1
22.1 can’t be bothered with people who won’t strive to better themselves. 1
23. It makes me uneasy to see an error in my work. 1
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3
2 3 
2 3 
2 3
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3 
2 3
4 5 
4 5 
4 5 
4 5 
4 5 
4 5 
4 5 
4 5 
4 5
4 5 
4 5 
4 5
4 5 
4 5 
4 5 
4 5 
4 5 
4 5 
4 5 
4 5 
4 5 
4 5 
4 5
6 7 
6 7 
6 7 
6 7 
6 7 
6 7 
6 7 
6 7 
6 7
6 7 
6 7 
6 7
6 7 
6 7 
6 7 
6 7 
6 7 
6 7 
6 7 
6 7 
6 7 
6 7 
6 7
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24.1 do not expect a lot form my friends. 1
25. Success means that I must work even harder to please others. 1
26. If I ask someone to do something, I expect it to be done flawlessly. 1
27.1 cannot stand to see people close to me make mistakes. 1
28.1 am perfectionistic in setting my goals. 1
29. The people who matter to me should never let me down. 1
30. Others think I am okay, even when I do not succeed. 1
31.1 feel that people are too demanding of me. 1
32.1 must work to my full potential at all times. 1
33. Although they may not show it, other people get very upset with me when
I slip up. 1
34.1 do not have to be the best at whatever I am doing. 1
35. My family expect me to be perfect. 1
36.1 do not have very high goals for myself. 1
37. My parents rarely expected me to excel in all aspects of my life. 1
38.1 respect people who are average. 1
39. People expect nothing less than perfection from me. 1
40.1 set very high standards for myself. 1
41. People expect more from me that I am capable of giving. 1
42.1 must always be successful at school or work. 1
43. It does not matter to me when a close friend does not try their hardest. 1
44. People around me think I am still competent even if I make a mistake. 1
45.1 seldom expect others to excel at whatever they do. 1
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5
2 3 4 5 
2 3 4 5
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5
2 3 4 5
6
6
6
6
6
6
6
6
6
6
6
6
6
6
6
6
6
6
6
6
6
6
7
7
7
7
7
7
7
7
7
7
7
7
7
7
7
7
7
7
7
7
7
7
Note: Items 2, 3,4, 8, 9,10,12, 19, 21, 24, 30, 34, 36, 37, 38, 43, 44, and 45 are reverse 
scored.
Note: Only original copies purchased from Multi-Health Systems Inc. were used in this 
study. The typed copy above is used in the final draft for the purposes of binding.
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APPENDIX B
Perceived Stress Scale
Directions: The questions in this scale ask you about your feelings and thoughts during the last month. 
In each case you will be asked to indicate how often you felt or thought a certain way. Although some 
of the questions are similar, there are differences between them and you should treat each one as a 
separate question. The best approach is to answer each question fairly quickly. That is, don’t try to 
count up the number of times you felt a particular way, but rather indicate the alternative that seems like 
a reasonable estimate.
For each question choose from the following alternatives:
0. never
1. almost never
2. sometimes
3. fairly often
4. very often
1. In the last month, how often have you been upset because of something that happened 
unexpectedly?
0 12 3 4
2. In the last month, how often have you felt that you were unable to control the important things in 
your life?
0 12 3 4
3. In the last month, how often have you felt nervous and “stressed”?
0 12 3 4
4. In the last month, how often have you dealt successfully with irritating life hassles?
0 12 3 4
5. In the last month, how often have you felt you were effectively coping with important changes 
that were occurring in your life?
0 12 3 4
6. In the last month, how often have you felt confident about your ability to handle your personal 
problems?
0 12 3 4
7. In the last month, how often have you felt that things were going your way?
0 12 3 4
8. In the last month, how often have you found that you could not cope with all the things that you 
had to do?
0 12 3 4
9. In the last month, how often have you been able to control irritations in your life?
0 12 3 4
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10. In the last month, how often have you felt that you were on top of things?
0 12 3 4
11. In the last month, how often have you been angered because of things that happened that were 
outside of your control?
0 12 3 4
12. In the last month, how often have you found yourself thinking about things that you have to 
accomplish?
0 12 3 4
13. In the last month, how often have you been able to control the way you spend you time?
0 12 3 4
14. In the last month, how often have you felt difficulties were piling up so high that you could not 
overcome them?
0 12 3 4
Note: Items 4, 5, 6, 7, 9, and 10 are reverse scored.
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APPENDIX C
COPE Inventory
Directions: We are interested in how people respond when they confront difficult or stressful 
events in their lives. There are lots of ways to try to deal with stress. This questionnaire asks you 
to indicate what you generally do and feel when you experience stressful events. Obviously, 
different events bring out somewhat different responses, but think about what you usually do when 
you are under a lot of stress.
Then, respond to each of the following items by circling the number that corresponds to your 
answer. Please try to respond to each item separately in your mind from each other item. Choose 
your answers thoughtfully, and make your answers as true FOR YOU as you can. There are no 
“right” or “wrong” answers, so choose the most accurate answer for YOU - not what you think 
“most people” would say or do. Indicate what YOU usually do when YOU experience a stressful 
event.
1. I usually don’t do this at all
2. I usually do this a little bit
3. I usually do this a medium amount
4. I usually do this a lot
1. I try to grow as a person as a result of the experience.
12 3 4
2. I turn to work or other substitute activities to take my mind off things.
1 2 3 4
3. I get upset and let my emotions out.
12 3 4
4. I try to get advice from someone about what to do.
12 3 4
5. I concentrate my efforts on doing something about it.
12 3 4
6. I say to myself “this isn’t real.”
12 3 4
7. I put my trust in God.
12 3 4
8. I laugh about the situation.
12 3 4
9. I admit to myself that I can’t deal with it, and quit trying.
1 2 3 4
10. I restrain myself from doing anything too quickly.
12 3 4
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11. I discuss my feelings with someone.
1 2 3 4
12. I use alcohol or drugs to make myself feel better.
12 3 4
13. I get used to the idea that it happened.
1 2 3 4
14. I talk to someone to find out more about the situation. 
12 3 4
15. I keep myself from getting distracted by other thoughts or activities. 
12 3 4
16. I daydream about things other than this.
1 2 3 4
17. I get upset, and am really aware of it.
1 2 3 4
18. I seek God’s help.
1 2 3 4
19. I make a plan of action.
1 2 3 4
20. I make jokes about it.
12 3 4
21. I accept that this has happened and that it can’t be changed. 
12 3 4
22. I hold off doing anything about it until the situation permits. 
12 3 4
23. I try to get emotional support from friends or relatives. 
12 3 4
24. I just give up trying to reach my goal.
1 2 3 4
25. I take additional action to try to get rid of the problem. 
12 3 4
26. I try to lose myself for a while by drinking alcohol or taking drugs. 
12 3 4
27. I refuse to believe that it has happened.
1 2 3 4
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28. I let my feelings out.
12 3 4
29. I try to see it in a different light, to make it seem more positive.
12 3 4
30. I talk to someone who could do something concrete about the problem.
12 3 4
31. I sleep more than usual.
12 3 4
32. I try to come up with a strategy about what to do.
12 3 4
33. I focus on dealing with this problem, and if necessary let other things slide a little.
1 2 3 4
34. I get sympathy and understanding from someone.
12 3 4
35. I drink alcohol or take drugs in order to think about it less.
12 3 4
36. I kid around about it.
12 3 4
37. I give up the attempt to get what I want.
12 3 4
38. I look for something good in what is happening.
12 3 4
39. I think about how I might best handle the problem.
12 3 4
40. I pretend that it hasn’t really happened.
12 3 4
41. I make sure not to make matters worse by acting too soon.
12 3 4
42. I try hard to prevent other things from interfering with my efforts at dealing with his.
12 3 4
43. I go to movies or watch TV to think about it less.
12 3 4
44. I accept the reality of the fact that it happened.
12 3 4
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45. I ask people who have had similar experiences what they did.
1 2 3 4
46. I feel a lot of emotional distress and I find myself expressing those feelings a lot. 
1 2 3 4
47. I take direct action to get around the problem.
1 2 3 4
48. I try to find comfort in my religion.
1 2 3 4
49. I force myself to wait for the right time to do something.
12 3 4
50. I make fun of the situation.
1 2 3 4
51. I reduce the amount of effort I’m putting into solving the problem. 
12 3 4
52. I talk to someone about how I feel.
1 2 3 4
53. I use alcohol or drugs to help me get through it. 
1 2 3 4
54. I learn to live with it.
1 2 3 4
55. I put aside other activities in order to concentrate on this.
12 3 4
56. I think hard about what steps to take.
1 2 3 4
57. I act as though it hasn’t even happened.
1 2 3 4
58. I do what has to be done, one step at a time.
1 2 3 4
59. I leam something from the experience.
1 2 3 4
60. I pray more than usual.
1 2 3 4
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APPENDIX D
Symptom Checklist-90-Revised (SCL-90-R)
Below is a list of problems people sometimes have. Please read each one carefully, and 
blacken the circle that best describes HOW MUCH THAT PROBLEM HAS 
DISTRESSED OR BOTHERED YOU DURING THE PAST 7 DAYS INCLUDING 
TODAY. Blacken the circle for only one number for each problem and do not skip any 
items. If you change your mind, erase your first mark carefully. Read the example before 
beginning, and if you have any questions please ask about them.
0 = Not at all
1 = A little bit
2 = Moderately
3 = Quite a bit
4 = Extremely
HOW MUCH WERE YOU DISTRESSED BY:
(SOM) 1. Headaches
(ANX) 2. Nervousness or shakiness inside
(O-C) 3. Repeated unpleasant thoughts that won’t leave your mind
(SOM) 4. Faintness or dizziness
(DEP) 5. Loss of sexual interest or pleasure
(I-S) 6. Feeling critical of others
(PSY) 7. The idea that someone else can control your thoughts
(PAR) 8. Feeling others are to blame for most of your troubles
(O-C) 9. Trouble remembering things
(O-C) 10. Worried about sloppiness or carelessness
(HOS) 11. Feeling easily annoyed or irritated
(SOM) 12. Pains in heart or chest
(PHOB) 13. Feeling afraid in open spaces or on the streets
(DEP) 14. Feeling low in energy or slowed down
(DEP) 15. Thoughts of ending your life
(PSY) 16. Hearing voices that other people do not hear
(ANX) 17. Trembling
(PAR) 18. Feeling that most people can not be trusted
*** 19. Poor appetite
(DEP) 20. Crying easily
(I-S) 21. Feeling shy or uneasy with the opposite sex
(DEP) 22. Feelings of being trapped or caught
(ANX) 23. Suddenly scared for no reason
(HOS) 24. Temper outbursts that you could not control
(PHOB) 25. Feeling afraid to go out of your house alone
(DEP) 26. Blaming yourself for things
(SOM) 27. Pains in lower back
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(O-C) 28. Feeling blocked in getting things done
(DEP) 29. Feeling lonely
(DEP) 30. Feeling blue
(DEP) 31. Worrying too much about things
(DEP) 32. Feeling no interest in things
(ANX) 33. Feeling fearful
(I-S) 34. Your feelings being easily hurt
(PSY) 35. Other people being aware of your private thoughts
(I-S) 36. Feeling others do not understand you or are unsympathetic
(I-S) 37. Feeling that people are unfriendly or dislike you
(O-C) 38. Having to do things very slowly to insure correctness
(ANX) 39. Heart pounding or racing
(SOM) 40. Nausea or upset stomach
(I-S) 41. Feeling inferior to others
(SOM) 42. Soreness of your muscles
(PAR) 43. Feeling that you are watched or talked about by others
*** 44. Trouble falling asleep
(O-C) 45. Having to check and double-check what you do
(O-C) 46. Difficulty making decisions
(PHOB) 47. Feeling afraid to travel on buses, subways, or trains
(SOM) 48. Trouble getting your breath
(SOM) 49. Hot or cold spells
(PHOB) 50. Having to avoid certain things, places, or activities because they 
frighten you
(O-C) 51. Your mind going blank
(SOM) 52. Numbness or tingling in parts of your body
(SOM) 53. A lump in your throat
(DEP) 54. Feeling hopeless about the future
(O-C) 55. Trouble concentrating
(SOM) 56. Feeling weak in parts of your body
(ANX) 57. Feeling tense or keyed up
(SOM) 58. Heavy feeling in your arms or legs
*** 59. Thoughts of death or dying
*** 60. Overeating
(I-S) 61. Feeling uneasy when people are watching or talking about you
(PSY) 62. Having thoughts that are not your own
(HOS) 63. Having urges to beat, injure, or harm someone
*** 64. Awakening in the early morning
(O-C) 65. Having to repeat the same actions such as touching, counting, or 
washing
*** 66. Sleep that is restless or disturbed
(HOS) 67. Having urges to break or smash things
(PAR) 68. Having ideas or beliefs that others do not share
(I-S) 69. Feeling very self-conscious with others
(PHOB) 70. Feeling uneasy in crowds, such as shopping or at a movie
(DEP) 71. Feeling everything is an effort
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(ANX) 72. Spells of terror or panic
(I-S) 73. Feeling uncomfortable about eating or drinking in public
(HOS) 74. Getting into frequent arguments
(PHOB) 75. Feeling nervous when you are left alone
(PAR) 76. Others not giving you proper credit for your achievements
(PSY) 77. Feeling lonely even when you are with people
(ANX) 78. Feeling so restless you couldn’t sit still
(DEP) 79. Feelings or worthlessness
(ANX) 80. The feeling that something bad is going to happen to you
(HOS) 81. Shouting or throwing things
(PHOB) 82. Feeling afraid you will faint in public
(PAR) 83. Feeling that people will take advantage of you if you let them
(PSY) 84. Having thoughts about sex that bother you a lot
(PSY) 85. The idea that you should be punished for your sins
(ANX) 86. Thoughts and images of a frightening nature
(PSY) 87. The idea that something serious is wrong with your body
(PSY) 88. Never feeling close to another person
*** 89. Feelings of guilt
(PSY) 90. The idea that something is wrong with your mind
*** Indicates the additional items that are not scored collectively as a dimension, but are 
summed into the global score.
Note: Only original copies purchased from Pearson Assessment and Testing Inc. were used 
in this study. The typed copy above is used in the final draft for the purposes of binding.
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APPENDIX E
Hope Scale
Directions: Read each item carefully. Using the scale shown below, please circle the
number that best describes YOU.
1. definitely false 5. slightly true
2. mostly false 6. somewhat true
3. somewhat false 7. mostly true
4. slightly false 8. definitely true
1. I can think of many ways to get out of a jam.
1 2 3 4 5 6 7
2. I energetically pursue my goals.
1 2 3 4 5 6 7
3. I feel tired most of the time.
1 2 3 4 5 6 7
4. There are lots of ways around any problem.
1 2 3 4 5 6 7
5. Iam easily downed in an argument.
1 2 3 4 5 6 7
8
8
8
8
8
6. I can think of many ways to get the things in life that are most important to me. 
1 2 3 4 5 6 7 8
7. I worry about my health.
1 2 3 4 5 6 7 8
8. Even when others get discouraged, I know I can find a way to solve the problem
1 2 3 4 5 6 7 8
9. My past experiences have prepared me well for my future.
1 2 3 4 5 6 7 8
10. I’ve been pretty successful in life.
1 2 3 4 5 6 7 8
11. I usually find myself worrying about something.
1 2 3 4 5 6 7 8
12. I meet the goals that I set for myself.
1 2 3 4 5 6 7 8
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APPENDIX F
Inventory of Physical Symptoms
Directions: Mark the number for each statement that best describes HOW MUCH THAT 
PROBLEM HAS BOTHERED OR DISTRESSED YOU DURING THE PAST TWO 
WEEKS INCLUDING TODAY. Mark only one number for each item. At one extreme, 0 
means that you have not been bothered by the problem. At the other extreme, 4 means 
that the problem has been an extreme bother.
HOW MUCH WERE YOU BOTHERED BY:
1. Sleep problems (can’t fall asleep, 
wake up in middle of night)
2. Weight change (gain or loss of 5 lbs or more)
3. Back pain
4. Constipation
5. Dizziness
6. Diarrhea
7. Faintness
8. Constant fatigue
9. Headache
10. Migraine headache
11. Nausea and/or vomiting
12. Acid stomach or indigestion
13. Stomach pain (e.g., cramps)
14. Hot or cold spells
15. Hands trembling
16. Heart pounding or racing
17. Poor appetite
18. Shortness of breath when not exercising 
or working hard
19. Numbness or tingling in parts of your body
20. Felt weak all over
21. Pains in heart or chest
22. Feeling low in energy
23. Stuffy head or nose
24. Blurred vision
25. Muscle tension or soreness
26. Muscle cramps
27. Severe aches and pains
28. Acne
29. Bruises
30. Nosebleed
31. Pulled (strained) muscles
32. Pulled (strained) ligaments
33. Cold or cough
0 12 3 4
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4 
0 12 3 4
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Age:______
Gender:
Year in School:
Ethnicity:
APPENDIX G
Demographic Form
Female Male
First-Year Sophomore Junior Senior
Caucasian African American Hispanic
Asian/Pacific Islander Native American
Other
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APPENDIX H
Informed Consent To Participate In A Research Project
Project Title: “Coping and Health”
Principle Investigator: Bethany Johnson
Description of Study: I understand that this study requires that I complete six 
questionnaires that measure personality, stress levels, coping strategies, and health. One 
questionnaire states in the directions to answer all questions. However, Psychology 
Department policy states that you have a right to decline answering any of the particular 
questions without losing credit.
Adverse Effect and Risks: I understand that based on past research, there is minimal 
risk associated with completing these questionnaires. In the event that I am in need of 
counseling for any other purpose, I am aware that I can contact the Counseling 
Center at 229-3141. I am also aware that services provided at the Counseling Center are 
free of charge to all University of Dayton undergraduate students.
Duration of Study: This study involves participation in one session lasting
approximately 30 to 45 minutes, and this counts for one research credit.
Confidentiality of Data: Neither my name nor any other identifying information will 
appear on my answer sheet. Data will be separated from the consent form that the 
participant signs. My response to the questionnaires used in this exercise will be 
assigned a number. Therefore, my responses will not be identifiable by my name. All 
data will be stored in a locked filing cabinet.
Contact Person: If I have any question concerning my participation in this study now or 
in the future, Bethany Johnson can be contacted at (937) 648-7871or by email at 
biohnson81 @yahoo.com. Ms. Johnson’s thesis chair, Dr. Roger Reeb, can be reached at 
(937) 229-2395, by email at roger.reeb@notes.udavton.edu. or in St. Joseph’s 306. The 
chair of the Research Review and Ethics Committee, Dr. Charles Kimble, can be reached 
at (937) 229-2167, by email at charles.kimble@notes.udayton.edu. or in St. Joseph’s 319.
Consent to Participate: I have voluntarily decided to participate in this study. The 
investigator named above has adequately answered any and all questions I have about 
this study, the procedures involved, and about my participation. I understand that the 
investigator named above will be available to answer any questions about research 
procedures throughout this study. I also understand that I may voluntarily terminate my 
participation in this study at any time and still receive full credit. I also understand that 
the investigator named above may terminate my participation in this study if she feels this 
to be in my best interest. In addition, I certify that I am 18 (eighteen) years of age or 
older or have supplied written permission from my parent or legal guardian.
Signature of Student Student’s Name (printed) Date
Signature of Witness
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APPENDIX I
Debriefing Sheet
The purpose of this study is to examine the association of perfectionism and stress with psychological and 
physical symptoms in college students. Past research has identified perfectionism to be a predictor of poor 
adjustment to college (e.g. Flett, Hewitt, and Dyck, 1989). Psychological problems such as depression and 
anxiety are common in the college population. Perfectionism has been linked to these problems as well as 
other psychological symptoms (Dunkley, Blankstein, Halsall, Williams, & Winkworth, 2000). A different 
line of research has shown that stress contributes to both psychological problems and health problems 
(Brantley & Ames, 2000). Preliminary research suggests that the likelihood of psychological problems 
increases when someone is a perfectionist, especially when they are under stress (Chang & Rand, 2000; 
Dunkley, et al., 2000). The purpose of this project is to further examine the ways in which individuals with 
perfectionistic tendencies react to stress.
The results of the surveys are anonymous. For this reason, the researchers cannot contact individuals who 
might show signs of psychological problems. The services provided by the Counseling Center are free to all 
University of Dayton undergraduate students. You may benefit from services at the Counseling Center at 229 
3141 if you endorsed the following items or similar items on the symptom checklist:
• Repeated unpleasant thoughts that won’t leave your mind
• Thoughts of ending your life
• Spells of terror and panic
• Having urges to beat, injure, or harm someone
• Hearing voices that others do not hear
• Feeling that most people can not be trusted
If you have any questions concerning your participation in this study now or in the future, Bethany Johnson 
can be contacted by email at biohnson81 @yahoo.com or at (937) 648-7871. Ms. Johnson’s thesis chair, Dr. 
Roger Reeb, can be reached at (937) 229-2395, by email at roger.reeb@notes.udayton.edu. or in St. Joseph’s 
306. The chair of the Research Review and Ethics Committee, Dr. Charles Kimble, can be reached at (937) 
229-2167, by email at charles.kimble@notes.udayton.edu. or in St. Joseph’s 319.
Thank you for participating in the study. One research credit will be awarded for your participation.
References:
Brantley, P. J. & Ames, S. C. (2000). Psychobiology of health and disease. In H. E. Adams & P. B.
Sutker (Eds.), Complete handbook of psychopathology, (3rd ed). pp. 777-795.
Chang, E. C. & Rand, K. L. (2000). Perfectionism as a predictor of subsequent adjustment: Evidence for a
specific diathesis-stress mechanism among college students. Journal of Counseling Psychology, 47, 129- 
137.
Dunkley, D. M., Blankstein, K. R., Halsall, J., Williams, M., Winkorth, M. (2000). The relation between
perfectionism and distress: Hassles, coping, and perceived social support as mediators and moderators. 
Journal of Counseling Psychology, 47, 437-453.
Flett, G. L., Hewitt, P. L., & Dyck, D. G. (1989). Self-oriented perfectionism, neuroticism, and anxiety. 
Personality and Individual Differences, 10, 731-735.
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APPENDIX J
Examination of Order Effect: ANOVA Results
Dependent
Variable
Order
Number N M SD p* P value
Somatization Order 1 32 56.75 12.54 .355 .879
Order 2 28 59.43 7.22
Order 3 30 56.10 13.68
Order 4 32 57.00 11.20
Order 5 32 57.63 12.04
Order 6 27 55.96 9.88
Obsessive
Compulsive
Order 1 32 65.53 12.56 .376 .865
Order 2 28 67.04 9.30
Order 3 30 64.30 11.03
Order 4 32 63.63 9.78
Order 5 32 64.25 10.05
Order 6 27 64.37 12.29
Interpersonal
Sensitivity
Order 1 32 65.53 11.6 .609 .693
Order 2 28 67.04 10.63
Order 3 30 64.60 9.71
Order 4 32 62.16 10.53
Order 5 32 62.84 11.44
Order 6 27 60.37 11.97
Depression Order 1 32 61.34 10.40 .322 .899
Order 2 28 62.14 9.68
Order 3 30 61.73 9.83
Order 4 32 60.31 9.66
Order 5 32 60.69 9.51
Order 6 27 59.26 9.73
Anxiety Order 1 32 57.44 13.01 .187 .967
Order 2 28 59.82 11.54
Order 3 30 58.13 12.79
Order 4 32 57.34 10.66
Order 5 32 58.25 13.36
Order 6 27 57.07 12.45
Hostility Order 1 32 60.81 11.12 .879 .497
Order 2 28 60.43 9.99
Order 3 30 62.50 9.86
Order 4 32 57.84 9.37
Order 5 32 58.38 12.17
Order 6 27 58.81 9.42
Phobia Order 1 32 54.91 10.57 .254 .937
Order 2 28 53.64 10.46
Order 3 30 55.60 10.91
Order 4 32 54.22 10.92
Order 5 32 54.53 12.28
Order 6 27 52.67 9.18
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Dependent
Variable
Order
Number N M SD p* p value
Paranoid Ideation Order 1 32 59.59 10.77 1.312 .261
Order 2 28 58.64 10.82
Order 3 30 60.87 11.63
Order 4 32 54.50 10.31
Order 5 32 57.50 12.52
Order 6 27 56.22 10.92
Psychoticism Order 1 32 61.59 13.60 .241 .944
Order 2 28 60.50 10.58
Order 3 30 63.33 11.38
Order 4 32 61.03 11.29
Order 5 32 61.56 13.15
Order 6 27 63.00 12.60
Global Severity 
Index
Order 1 32 62.75 11.18 .353 .880
Order 2 28 63.75 10.08
Order 3 30 63.53 9.79
Order 4 32 61.75 8.73
Order 5 32 61.91 11.90
Order 6 27 60.67 11.25
Agency Hope Order 1 32 25.34 3.76 .554 .735
Order 2 28 24.39 4.31
Order 3 30 24.43 3.78
Order 4 32 25.00 3.69
Order 5 32 24.97 3.72
Order 6 27 25.78 3.54
Pathways Hope Order 1 32 23.75 4.39 .544 .743
Order 2 28 24.46 2.95
Order 3 30 23.63 3.85
Order 4 32 23.75 3.79
Order 5 32 24.53 3.68
Order 6 27 24.81 3.33
Hope Total Order 1 32 49.09 7.07 .468 .800
Order 2 28 48.86 5.92
Order 3 30 48.07 6.79
Order 4 32 48.75 6.73
Order 5 32 49.50 6.91
Order 6 27 50.59 6.12
CHIPS Order 1 32 33.97 19.77 1.751 .125
Order 2 28 23.93 16.64
Order 3 30 25.77 16.81
Order 4 32 23.03 15.80
Order 5 32 32.69 21.90
Order 6 27 30.96 26.70
*Note: df between groups = 5, within groups = 175, total =180
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